technician had a saw injury. His right thumb was amputated from the level of proximal phalanx. Immediate tissue replantation was performed. During the first month of the follow-up, two partial necrosis was occurred; one was on the pulp and the other was on the ulnar aspect of the interphalangeal joint in the dorsum of replantated phalanx. After the surgical debridement, bone exposure occured on both defects. We planned a racket-shaped Kite flap for wound closure ( Figure 1 ).
A racket shaped Kite flap was planned on the dorsum of the proximal phalanx of second finger. The flap harvest was done under tourniquet. The skin island was racket-shaped but the flap was having a wide rectangular fasciocutanous tissue. The first dorsal metacarpal artery was lying on the fascia of the first interosseous muscle. First dorsal metacarpal artery was identified at the emergence point between the two heads of the first dorsal interosseous muscle. The muscle fascia was cut and the periosteum was stripped from the second metacarp. The subcutaneus veins were dissected carefully and added to the flap pedicle. A subcutaneus tunnel was prepared from the snuffbox to the proximal margin of the defects along the ulnar aspect of the thumb. We released the dense scar tissue and prevented the compression forces to the pedicle. The flap was passed through the incision and sutured to the pulp of the first finger. The donor site on the index finger was covered by using a full thickness skin graft. The patient was followed up for seven months. During this period no wound infection, detachment or loss of skin graft was seen. The final result was satisfactory for cosmetical and functional expectations (Figure 2 ).
In contrast to the two staged procedures, the first dorsal metecarpal artery flap allows immediate postoperative mobilization which outcomes a minimal loss of function and minimal postoperative stiffness (6) . The Kite flap may be combined with a radial forearm flap or with a neurovascular island flap in the treatment of the degloving injuries. It should be useful in covering the distal palmar defects of the first finger as an island sensory flap (7) .
We present a case of two separate defects on the thumb, which were closed succesfully by using a racket-shaped kite flap. To our knowledge, there is no modification about the skin shape of the Kite flap in the literature. It is a new modification of the Kite flap which provides the wound closure of two separate skin defects of thumb by using only one flap. The requirements for thumb reconstruction should force new modifications in using alternative regional flaps. 
